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ABSTRACT 


In recent years there has been growing concern about the health of single 
homeless people but evidence to date has tended to come from small-scale, 
local studies. This paper presents findings on the self-reported health 
of single homeless people based on data from a national survey of single 
homeless people carried out in 1991. The availability of data from the first 
wave of the British Household Panel Study provided an opportunity to 
compare the same self-reported health problems among the general 
population, thus emphasising the full extent of health problems among 
single homeless people. 

The physical health problems of single homeless people were found to 
be considerably worse than expected and those sleeping rough were found 
to be in particularly poor physical health. The incidence of mental health 
problems, found to be very high among single homeless people, is 
discussed in relation to other findings from the survey. The final part of the 
paper discusses access to health care among single homeless people and 
the support that those with health problems said they would need in 
accommodation. 
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INTRODUCTION 


By the end of 1991, the year in which the survey of single homeless people 
was Carried out, the number of households accepted for rehousing by local 
authorities in England totalled 145,790 - more than double the official 
figure recorded one decade earlier (DoE). Official figures do not, however, 
include those who have not been accepted as statutorily homeless, many of 
whom are single people. Although various attempts have been made to count 
the number of single homeless people there are no reliable figures on a 
national level; it is, however, generally accepted that their number is 
considerable and increasing. There has been especial concern about the 
increase in youth homelessness due partly to the increase in youth 
unemployment and changes to social security eligibility. Furthermore, due 
to the sheer visibility of homeless people living on the streets of major 
cities there has been growing concern about the number of people sleeping 
rough. 

Although it is generally recognised that homelessness and poor health 
are related it is difficult to prove this empirically. This paper presents new 
evidence about the physical and mental health of single homeless people 
as well as their access to primary health care. The findings are based on 
secondary analysis of two data sources of self-reported health. The first 
source of data came from a national large scale survey of a representative 
sample of single homeless people! carried out in 1991 by the Centre for 
Housing Policy on behalf of the Department of the Environment. The aim 
of this survey was to provide information on the characteristics of single 
homeless people, their reasons for becoming homeless and their 
accommodation needs and preferences. In total the survey involved 
structured interviews with three different representative samples of single 
homeless people - 1280 people living in hostels and B&Bs and 507 people 
who were sleeping rough using day centres and soup runs’. The second 
source of data came from the first wave of the British Household Panel 
Study. This is a new annual survey of a nationally representative sample of 
at least 5,000 households and 10,000 individuals. The first wave of this 
study was also carried out in 1991. 
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Although the Survey of Single Homeless People and the British 
Household Panel Survey were designed and carried out independently, 
respondents in both surveys were asked about the same health problems 
(Table Al.1). The comparison with the general population in relation to 
these health problems illustrates the considerably worse health of single 
homeless people. 

The quantitative results presented in this paper are supplemented by 
qualitative data derived from group discussions held with single homeless 
people as part of the Department of the Environment study’. In these 
discussions people were encouraged to talk about their physical and mental 
health as well as many other aspects of their lives. In many cases, however, 
people discussed their health spontaneously in relation to other topics such 
as the conditions in their accommodation, the effect that homelessness 
including sleeping rough, had on their lives and their feelings about being 
homeless. Consequently, the group discussions help to shed light on and 
illustrate some of the more intangible aspects of homelessness including its 
effects on health. 

The findings in this paper are important for three main reasons. Firstly, 
they are based on a national survey of a representative sample of single 
homeless people. Greve (1991) showed that although homelessness in 
London attracts the most attention, homelessness is a national problem. 
The findings are different, therefore, from previous studies which have 
tended to focus on single homeless people in specific geographical areas. 
Many studies have also focused on single homeless people using particular 
hostels or health services. Secondly, the survey was the largest to be carried 
out since the late 1970s. It is, therefore, an important contemporary source 
of information about single homeless people and their health. Thirdly, the 
availability of data from the first wave of the British Household Panel Study 
provided an opportunity to directly compare the self-reported health of a 
representative sample of single homeless people with a representative 
sample of the general population. This is the first time that it has been 
possible to specifically compare the health of single homeless people in 
England with that of the general population’. 
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Compared to the general population single homeless people were more likely 
to have health problems. They were also more likely to have more than one 
health problem (Table 2.1). Over a third of people in hostels and B&Bs, 
and well over half of people sleeping rough reported more than one health 
problem compared to a quarter of the general population. Table 2.1 also 
illustrates clearly that people sleeping rough? experience the worst health 
of all. 

The proportion of single homeless people and the general population 
who reported the specific health problems are shown in Table 2.2. This 
shows that almost all of the health problems were reported by a higher 
proportion of people in hostels and B&Bs than the general population, and 
all but one of the health problems were reported by more people sleeping 
rough than both people in hostels and B&Bs and the general population. 


Table 2.1 Percentage of people reporting health problems, all ages 
Ol ee ee. ae 


Hostels People sleeping rough General 
& B&Bs Day Soup population 
centres runs 
% % % % 

ee ee eS ee 
No health problems 38 a2 24 45 
One health problem 24 22 17 31 
More than one health problem 38 57 59 24 
(Base) (1280) (351) (156) (10264) 


Sources: CHP Survey of Single Homeless People (1991) & British Household Panel 
Survey (1991). 
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While Tables 2.1 and 2.2 provide useful information on the absolute 
percentages of people reporting health problems, their usefulness is 
limited as they are likely to be influenced by the differences in the age and 
gender structure of the survey samples which are shown in Table A2.1. For 
example, whereas the general population consists of almost equal numbers 
of men and women, there are far fewer women among single homeless 
people than men. Because age and gender are two important factors known 
to be associated with variations in health it was important that the data was 
standardised by these two factors in order that a more accurate comparison 
could be made between the health of single homeless people and the 
general population. Indirect standardisation was used to produce a 
standardised morbidity ratio (SMR) for each of the health problems®. Table 
2 3 shows the standardised morbidity rates for the each of the eleven health 
problems which are summarised in Figure 1. 

Nearly all of the health problems had a higher prevalence among single 
homeless people compared to the general population as indicated by the 
higher than above 100 standardised values. Most of the health problems 
were two or three times higher among single homeless people compared 
to the general population (Figure 1). The only health problem that had a 
similar incidence to the general population was ‘wounds, skin ulcers and 
other skin complaints’ ; but this only applied to people in hostels and B&Bs 
- those sleeping rough were two or three times more likely than the general 
population to have this health problem. 


M: If you’re homeless on the street, you pick up all sorts of dis- 
eases, you get scabies, all sorts, skin diseases that's the com- 
mon one (Day Centre J). 


M: Since I’ve been living on the streets... I’ve got them coming up 
all over my legs... I’ve got an abscess on my neck and every- 
thing like that. I have to go down to hospital... that's how its 
affected my health (Day Centre A). 
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Table 2.2 Percentage of people reporting specific health problems’, all ages 
eee. ee 


Hostels People sleeping rough General 
& B&Bs Day Soup population 
centres runs 
Health problem % % % % 
Musculoskeletal problems? 24 36 42 23 
Difficulty in seeing 10 19 17 
Difficulty in hearing 10 12 10 
Wounds, skin ulcers or other 10 16 19 10 
skin complaints 
Chronic chest or breathing 
problems 18 23 28 10 
Heart problems 5 “g 5 12 
Digestive problems 9 12 12 6 
Depression, anxiety or nerves 28 36 40 5 
Fits or loss of consciousness? 5 13 1, l 
Frequent headaches 16 17 ig 8 
(Base) (1280) (351) (155) (10264) 


Sources: CHP Survey of Single Homeless People (1991) and British Household 


Panel Survey (1991) 

Notes: 

' Definitions are those used in the Survey of Single Homeless People. 

? Two of the health problems (‘difficulty in walking’ and ‘painful muscles or joints’ ) 
used in the Survey of Single Homeless People were combined in order to provide a 
comparison with a similar health problem (‘problems or disability connected with 
arms. legs etc) used in the BHPS. The term ‘musculoskeletal problems’ is used to 
incorporate the definitions used in both surveys. 

‘The figures for this health problem should be treated with caution because of the 
different definitions used; the Survey of Single Homeless People used ‘fits or loss of 
consciousness’ while the BHPS used the definition ‘epilepsy’. 
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Table 2.3 Standardised morbidity rates! (SMRs) of reported health problems? 


lial MRR 


Hostels Sleeping rough 

and B&Bs Day Soup 

centres runs 
Health problem SMR SMR SMR 
Musculoskeletal problems® 153 185 221 
Difficulty in seeing 166 313 308 
Difficulty in hearing 148 163 166 

Wounds, skin ulcers or other skin 

complaints 105 189 298 
Chronic chest or breathing problems 183 259 365 
Heart problems 54 64 66 
Digestive problems 183 244 265 
Depression, anxiety or nerves 785 1072 1152 
Fits or loss of consciousness* 651 2109 1892 
Frequent headaches 264 338 365 


Ee 


Sources: CHP Survey of Single Homeless People (1991) and British Household 
Panel Survey (1991) 

Notes: 

1 Standardised by age and gender. The figures should be interpreted as follows: a valu 
of 100 indicates no difference between the rate of health problems among singl 
homeless people and the general population; a value above 100 indicates that th 
health of single homeless people is worse than that of the general population; and 
value below 100 indicates that their health is better. For example, a value of 50 
would mean that the health of homeless people is five times worse than the gener: 
population. 

2 Definitions are those used in the Survey of Single Homeless People 

34See corresponding notes with Table 2.2 
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Figure | The health of single homeless people compared to the 
general population 


eS ee eee 
Compared to the general population . . . 


* chronic chest or breathing problems were: 
— twice as high among people in hostels and B&Bs 
— three times as high among people sleeping rough 


* heart problems were consistently lower among homeless people 


* wounds, skin ulcers or other skin complaints were: 
— similar among people in hostels and B&Bs 
— twice as high among people using day centres 
— three times as high among people using soup runs 


* musculoskeletal problems were: 
— twice as high among people sleeping rough 


* difficulty in seeing was: 
— three times as high among people sleeping rough 


* fits or loss of consciousness were much higher among homeless 
people 


° digestive problems were: 
— twice as high among people in hostels and B&Bs 
— at least twice as high among people sleeping rough 


* frequent headaches were: 
— at least twice as high among people in hostels and B&Bs 
— at least three times as high among people sleeping rough 


* mental health problems were: 
— eight times as high among people in hostels and B&Bs 
— eleven times as high among people sleeping rough 
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The prevalence of all the health problems was higher among people 
sleeping rough than among those in hostels and B&Bs and the general 
population, thus emphasising their poorer health. Although many of the 
people interviewed in hostels and B&Bs had slept rough in the previous 
twelve months, this was for shorter periods of time than people interviewed 
at day centres or soup runs (Anderson ef al, 1993). ‘Chronic chest or 
breathing problems’ were particularly high among people sleeping 
rough - they were two or three times more likely to suffer from this 
compared to the general population. 


M: My asthma’s been getting worse since like I was homeless, my 
asthma’s got worse and worse... when I was on the street it was 
very bad...I was in hospital for six months out of one year 
(Hostel G). 


In addition, people at soup runs were twice as likely, and those at day 
centres were almost twice as likely, to suffer from musculoskeleta! 
problems compared to the general population. 


M: Well, my experience of sleeping out, you can get very, very sick 
and very bad arthritis, you know, sleeping out and things. You 
get very dirty and you can lose your mind and things, anything 
could happen to you (Hostel B). 


These findings support the point made by Anderson et al (1993) that th 
health problems more commonly found among those sleeping rough, suc! 
as chest problems, skin complaints and musculoskeletal problems, are th 
type of problems that could be made worse or more difficult to clear u 
because the sufferer was sleeping rough. Some of the participants i 
the group discussions felt that sleeping rough made them particularl 
vulnerable and susceptible to poor health: 


F: There’s germs all over the place... you can catch diseases 
from sleeping on the streets and that. Its full of germs (Day 
Centre J). 
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The health of people living on the streets is potentially at risk because 
of the poor conditions, including lack of shelter and warmth, that they 
endure. Some of these conditions, particularly the cold weather, were 
described by people in the group discussions: 


M: It’s the cold that we suffer most on the Strand. This last two nights 
have been horrific, two or three o’clock in the morning, I just could 
not stop shaking until I’d been in here an hour, continued shaking all 
night (Day Centre A). 


M: ...you wake up shivering and it takes about an hour to two hours to 
get used to the cold weather (Day Centre A). 


Lack of sleep was also something that people sleeping rough felt affected 
their health: 


M: When you are sleeping there... you dont get a restful sleep 
because you are still awake for that kick... you’re ready to de- 
fend yourself... your health suffers, you lose weight (Hostel G) 


Although standards vary in hostels and most medium-stay hostels were 
praised by people in the group discussions, some of the conditions in 
some hostels, mostly short-stay hostels, were described as poor and 
potentially hazardous to health: 


M: ...you don't know what's going on across the floor in the middle 
of the night... you’re picking up cockroaches that’s running 
across your bed probably carrying all sorts of diseases 
(Hostel G) 


F: _...you get fleas and things in these places, it is dreadful... it has 
cockroaches and mice in it (Hostel G) 
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Digestive problems were also prevalent among single homeless people; 
those in hostels were almost twice as likely to suffer from them and those 
sleeping rough were two and a half times more likely to report this problem 
than the general population. Although cheap meals are available in many 
hostels and day centres, and despite the free food available from soup runs, this 
does not mean that single homeless people are eating a well balanced nutritious 
diet which is essential for good health. A healthy diet may be difficult for 
homeless people to maintain for a number of reasons - including lack of money 
and an irregular life style making it impossible to plan the next meal. Digestive 
problems can be related to other health problems and there are many factors, 
including heavy drinking, drug dependencies and depression, that can work 
against the maintenance of a healthy diet. Few people in the group discussions 
said they were literally suffering from hunger but it was clear that many were 
not eating a balanced diet; 


M: Do you know what I’ve ate in three days - four slices of toast, 
that toasted cheese sandwich and a bowl of cereals ... Some- 
times its where I can’t afford it and sometimes I don't eat a lot 
anyway ... I live on sugar basically to keep me up and going 
(Day Centre J). 


Some homeless people said they needed to eat special diets and this was a 
problem for them because some hostels were unable to cater for thei 
special needs. One man with diabetes said: 


M: ...homelessness doesn’t help me what so ever because I have to ea 
little and often (Hostel G). 


The prevalence of ‘difficulty in seeing’ and ‘difficulty in hearing’ wa: 
high among single homeless people; difficulty in seeing was particularl 
high among those sleeping rough who were three times more likely t 
report it than the general population. This is an important finding becaus' 
these are the sort of health problems that could be detected by a healt 
check. Given the overall poorer health of single homeless people healt 
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checks should, therefore, be readily available to them. Also, itis not known 
whether homeless people have difficulties in using opticians or whether 
this is a particular problem which needs to be addressed. 

The proportion of single homeless people who reported suffering from 
fits or loss of consciousness was very high, especially in comparison to the 
proportion of the general population who reported suffering from epilepsy 
(Table 2.2). The explanation for this higher prevalence is not clear since 
homelessness in itself is unlikely to be the cause. However, the majority of 
single homeless people who reported fits or loss of consciousness also 
had either alcohol related problems, mental health problems or, to a 
lesser extent, drug dependencies (or a combination of all three). For some 
homeless people, therefore, their fits may be related to these health 
problems. This finding suggests that homeless people reporting fits are a 
particularly vulnerable group. In addition, one in ten of those sleeping 
rough who reported fits said this caused them difficulty in finding or 
keeping accommodation. 

The only health problem that was consistently lower among single 
homeless people was ‘heart problems’.” The reason for this is not clear. 
However, a ‘heart problem’ is not generally a condition one would know 
one had without the benefit of medical advice, unlike for example ‘frequent 
headaches’. Some single homeless people may have reported health 
problems related to heart conditions such as ‘difficulty in walking’ or 
‘breathing problems’ but may not have known the underlying cause. There 
is also the issue of access to health services and given the difficulties 
that some homeless people are known to have in gaining access to primary 
health care it may be that some homeless people have heart problems that 
have not been diagnosed. In addition, the low rate of heart problems 
among single homeless people may be due to the younger age of the 
sample. Heart disease predominately occurs in people over the age of 50. 
Since homelessness carries a high risk of dying before these ages (Keyes, 
1992), it is possible there is attenuation of heart disease among them as a 
consequence. 

In the group discussions people were encouraged to talk specifically 
about their health, but in many cases people discussed their health 
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spontaneously in relation to other topics such as the conditions in their 
accommodation, the effect that homelessness had on their lives and their 
feelings about being homeless. While it is not possible to conclude from 
the survey whether homelessness was the cause of people’s health 
problems, the group discussions with single homeless people make clear 
that many of them felt that being homeless was detrimental to their health: 


M: Your health can get very bad, it can deteriorate quite quickly 
(Hostel B). 


Although homelessness was not necessarily the cause of people’s health 
problems some felt that it helped make existing health problems worse: 


F: Well I think this place is just destroying me so much that I am 
not thinking straight... I have got health problems yes, but these 
make me worse (Hostel G). 


One man succinctly described how being homeless had affected his health: 
M: It certainly affects your health... your body gets completely 


run down... you’re not eating properly, you're not sleeping 
properly and you’re not getting proper heat (Hostel G). 


SINGLE HOMELESS PEOPLE AND MENTAL HEALTH 


In recent years there has been increasing concern about the mental health of 
single homeless people, particularly those Sleeping rough. For example, in 
1990 the London Homeless Mentally II] Initiative was set up, with funding 
from the Department of Health and the Mental Health Foundation, to 
provide services to homeless mentally ill people. There has also been 
considerable research into the mental health of single homeless people 
much of which has highlighted the prevalence of mental illness among 
them (Timms and Fry, 1989; Marshall, 1989). One of the major problems 
of research in this area, however, is the difficulty of comparing the mental 
health of homeless people with the general population. The findings from 
this study are, therefore, particularly important as the same definition of 
self-reported mental illness, ‘depression, anxiety and nerves’, was used in 
both surveys thus allowing a comparison to be made. 

Mental health problems were much higher among single homeless 
people; this was reported by 28% of people in hostels and B&Bs, 36% of 
day centre users and 40% of soup run users, compared to 5% of the general 
population (Table 3.1). Taking into account the affect of age and gender, 
eight times as many people in hostels and B&Bs, and eleven times as many 
people sleeping rough reported mental health problems compared to the 
general population (Table 2.3). In addition, one in eight people in hostels 
and B&Bs, one in five at day centres and one in six people at soup runs had 
stayed in a psychiatric hospital at some time in the past® (Anderson et al, 
1993). 

In the general population the incidence of mental health problems 
increased with age; in other words, the older that people were the more 
likely they were to have mental health problems. Among single homeless 
people, however, those aged between 25 and 59 years were the most likely 
to report mental health problems. But, relative to the general population, 
younger people, especially those who were sleeping rough, appeared to be 
the most adversely affected by mental health problems. This finding 
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Table 3.1 Percentage of people reporting mental health problems 


2 ————————ee ~ — a. oe 


Hostels Day Soup General 
& B&Bs centres runs population 
% % %o % 
, Ce EE ell 
Gender 
Women 33 44 35 7 
Men 26 36 <i 3 
Age group 
16 - 24 pe: 31 45 3 
25 - 59 34 37 41 5 
60 and over 19 29 18 7 
All 28 36 40 5 
(Base) (1280) (351) (156) (10264) 


ee a, 


Sources: CHP Survey of Single Homeless People (1991) & British Household Panel 
Survey (1991). 


emphasises the vulnerability of young homeless people. It is also an 
important finding because whereas it is thought that depression is more 
common in the elderly than in any other age group (DoH, 1993), this study 
shows that among single homeless people depression was actually more 
common among people of middle age and was relatively higher among 
young homeless people compared to the general population. 

People sleeping rough were the most likely to have mental health 
problems and to have ever stayed in a psychiatric hospital. Even those ir 
hostels and B&Bs who had slept rough in the previous year were mort 
likely to report mental health problems than those who had not slept rough 
Given the additional pressures of living on the streets it is not difficult t 
understand why. 
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Many people in the group discussions described their feelings of 
depression: 


M: Sometimes if you wake up its just so dead, it’s like you ain’ 
got no life in you to do nothing 

And you werent like this before when you had your own place? 
M: No, no. I was very lively (Hostel I). 


— 
*.* 


F: There's a terrible feeling of being lost, belonging to nobody 
and feeling that nobody cares (Hostel B). 


M: Sometimes we think there’s no hope, absolutely no hope 
(Hostel F). 


M: Its a very stressful situation which upsets your whole system 
(Hostel G). 


F: I get depressed and that’s why sometimes I can have this mad 
kind of fit. I can sit there and talk to myself and I will just go in 
some weird freaky way (Hostel I). 


F: There's times when you want to run away from this place. If I 
let it get on top of me I would probably have a nervous break- 
down. You need to have a break from the people in this hostel 
and the hostel itself can pull you down, and if it gets hold of 
you and pulls you down you'll be in a rut and you won't get 
out. It’s mainly the place itself, and thinking you have no 
options (Hostel I). 


Some felt that they were not seriously depressed but felt a “bit down”, 
“moody” or “downhearted” while others had reached the stage of feeling 


suicidal: 
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F: I got so depressed in this ( place) that I slit my wrists open and 
Thad to have stitches (Hostel G) 


Some people felt, therefore, that homelessness had adversely affected 
their mental health. However, it is important to remember that all sorts of 
other problems and difficulties go hand in hand with homelessness and that 
people’s reported mental health problems may be a reaction to these as well 
as to being homeless. For example, most single homeless people were 
unemployed and on very low incomes (Anderson et al, 1993). The 
anxieties and depression of some homeless people might, therefore, be 
just as much to do with these problems as with the lack of a home. One 
woman described how homelessness led to a whole series of events which 
finally led to depression: 


F: When/first got evicted, I think everything seemed to go wrong, 
I couldn't get to college, I had no money, couldn't get my 
housing benefit, the problems just kept piling up and up, sol 
got a bit depressed (Hostel L). 


A high proportion of single homeless people who reported mental healtt 
problems also reported heavy drinking. This applied to almost a third o 
those in hostels and B&Bs and almost half of those sleeping rough. This i: 
much higher than expected - ten per cent of the general populatior 
according to the Health of the Nation (DoH, 1993) are thought to suffe 
from both psychiatric and alcohol problems. In addition, many of th 
reasons single homeless people gave for leaving their last home wer 
stressful events. For example, relationship breakdown was one of th 
commonest reasons given for leaving home (Anderson et al, 1993). Give 
that a strong association is known to exist between marital breakdown an 
mental illness (Dominian ef al, 1991), those who experience homelessne: 
‘n addition to the breakdown of a relationship are at even greater risk 
mental health problems. Furthermore, many single homeless people hé 
stayed in institutions at some time in their lives. Almost a half of hostel at 
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B&B residents, and seven out of ten people sleeping rough had been in at 
_ least one form of institution, including a children’s home, psychiatric 
a ; hospital, alcohol or drug unit, prison and a young offender’s institution 
e.. (Table 3.2}. 


; ; a 
a3 ‘ 


ap: Table 3.2 Percentage of people who had ever stayed in an institution 
a 
, : - Hostels Day Soup 
oF & B&Bs centres runs 
i To %o To 
4 Children’s home 15 24 24 
a Foster parents 10 9 12 
Pr, 
___ General hospital for over 3 months 10 22 20 
. Psychiatric hospital ‘12 20 17 
ap _ Alcohol unit 7 18 14 
_ Drugs unit 3 4 4 
4 Reng offender’s institution 9 18 21 
‘: Prison or remand centre 25 49 46 
A ‘At least one of the above 47 73 68 
4 ~ Base) | (1267) (345) (152) 


| Source: § Anderson, Kemp and Quilgars (1993). 
oe i Many single homeless people who reported ‘depression, anxiety or 
nerves’ appeared to have had a longer term psychiatric history. The survey 
' _ found that one in four of those who reported mental health problems had 
hes been ina psychiatric hospital at some time in their lives. The relationship 

_ between homelessness, mental illness and discharge from psychiatric 
hospital is a complicated one and it was not possible to trace people’s 
_ housing or psychiatric histories from this study. However, another 
4 


> 
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important finding to emerge from this study was that only a minority (1%) 
of single homeless people had been discharged from psychiatric hospital 
directly into hostel or B&B accommodation, or were sleeping rough 
immediately following discharge from a psychiatric hospital (1%). These 
findings suggest, therefore, that the important issue is less to do with the 
outcome of immediate discharge from psychiatric hospital, whether that is 
through the closure of long stay psychiatric hospitals or discharge from an 
acute admission, but of adequate long term care in the community. 

Furthermore, a high proportion of homeless people who had stayed ina 
psychiatric hospital had been in another institution during some time in 
their lives. In particular, many had also been in prison or a remand centre - 
one in four people in hostels and B&Bs, and six out of ten people sleeping 
rough, who had been in a psychiatric hospital had also been in prison or a 
remand centre. These findings suggest that many single homeless people 
are trapped in a ‘revolving door’ of homelessness, crime and mental 
illness. This is an important finding because although the Health of the 
Nation (DoH, 1993) recognises ‘mentally disordered offenders’ (sic) as a 
vulnerable group and recommends that they should be diverted from the 
criminal justice system, there is no mention of the contribution that stable 
accommodation might make in this process. 

One in ten people in hostels and B&Bs who reported mental health 
problems said this caused them difficulties in finding or keeping 
accommodation. This suggests that the mental health of some single 
homeless people may well be contributing towards their homelessness. 
Very little is known about the problems which people with mental health 
problems face in gaining access to housing. Kay and Legg (1986) found, 
however, that people with mental health problems experienced difficulties 
in understanding how the housing system worked and in gaining access to 
the services and support they needed. Although mental illness is one of 
the categories under which a homeless person may be accepted by a local 
authority as being in priority need, mental illness encompasses a range 
of conditions and assessing a person’s mental health is known to be 
problematic for housing officers (Evans and Duncan, 1988). 
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Less than a third of single homeless people with mental health 
problems were receiving treatment - in other words two thirds of those with 
mental health problems were being untreated. People who had previously 
been in a psychiatric hospital were more likely to be receiving treatment 
for their mental health problems than those who had never been in a 
psychiatric hospital; even so, half of this group were not receiving 
treatment. The perception of the psychiatric teams involved in the London 
Homeless Mentally III Initiative was that one of the problems in providing 
a service to homeless mentally ill people was keeping in contact with 
them, largely because of problems in finding them permanent supported 
accommodation (House of Commons Health Committee, 1994). 


Heavy drinking or alcohol related problems 


A high proportion of single homeless people reported heavy drinking or 
alcohol related health problems; this applied to a third of people sleeping 
rough and one in ten people in hostels and B&Bs (Anderson et al, 1993) 
strict comparison with the general population using the British Household 
Panel Survey data was not possible. However, the first of a new series of 
annual health surveys classified nine per cent of the general population as 
‘problem drinkers’ (White et al, 1993), almost the same proportion reported 
by people in hostels and B&Bs. Comparison with the data from the new 
health survey suggests, therefore, that alcohol is perhaps more of 
a problem among people sleeping rough than among people in hostels. 
However, this may be due to the fact that many hostels do not accept 
people with alcohol problems or allow alcohol on their premises’, and in 
this way people with alcohol problems are often excluded from hostels and 
may consequently end up sleeping rough. 

One obvious question is whether excessive drinking is a 
consequence of, or a cause of, homelessness. But from the group 
discussions with single homeless people it was clear that this was not a 
straightforward issue: 
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M: ...whether you drink ‘cos you're homeless or whether you're 
homeless ‘cos you drink, its two ways. It’s a Catch 22 situa- 
tion, you can drink ‘cos you’re homeless looking for com- 
pany, cos you get fed up of sitting in the hostel see the same 
old faces and then when you start drinking you go through 
your money... SO yOu finish up on the streets (Day Centre J). 


Another man said that homelessness and drinking “went hand in hand”. 
While some people said they already had.a drink problem before they 
became homeless others felt that their heavy drinking was a direct result of 


being homeless: 


M:In my case I was homeless first. I didna drink but I just went on 
the booze... the only thing I had to do was go to the pub every 
night and eventually I done myself a lot of harm (Hostel F). 


For many people in the group discussions alcohol was a way of coping with 
their situation: 


M1: ...you’ve got to have something to keep you going...whether 
that’s drinking or taking drugs, you've got to have something 

M2: ...it’s an anaesthetic half of it, just to take your mind off the 
situation you are in | 

M1: Or to knock you out at night (Day Centre J). 


F: Well it blocks out all the bad memories and blocks out all the 
pain you are getting at the moment... and you drink and that 
because then you forget (Hostel G). 


A quarter of people in hostels and B&Bs and two fifths of day centr 
users who reported heavy drinking, said this health problem had cause 
them difficulties in finding or keeping accommodation. Some homeles 
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people in the group discussions described some of the problems that heavy 
drinking caused in coping with accommodation: 


M: You've got people that have been drinking and when they get 
a flat they can‘ keep it because you’ve got the electric, gas, 
and they haven't enough money to pay for their things (Day 
Centre J). 


Another problem described was that many hostels do not allow people in if 
they have been drinking and this caused problems for those excluded. Some 
hostels, known as ‘wet hostels’, cater only for those with alcohol problems, 
but even this can create problems for those who fall between two stools of 
being too drunk for ordinary hostels and not drunk enough for wet hostels : 


M1: J got told not to come back, they tell me to get a doctor’s note to say 
that I was an alcoholic and because I don’t drink in there I can't go 
back in. 

I: Why? 

M2: Because he’s not drunk enough when he goes in! 

M1: It’s a Catch 22 situation really, ‘cos you’ve had a drink you can't 
come in here, you don't drink enough to get in there (Day Centre J). 


Another man said that he had slept rough in the past because he was “going 
out drinking” and could not afford to live in accommodation. A fifth of 
single homeless people in the survey who had alcohol related problems 
gave this as a reason for sleeping rough. 

Only a third of people in hostels and B&Bs, and even fewer people 
sleeping rough, were receiving treatment for their heavy drinking. Although 
not every person with alcohol related problems may require treatment, many 
homeless people with alcohol related problems had negative feelings about 
their health and this suggests that more may have needed treatment than 
were receiving it. Furthermore, a very high proportion of those who 
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health problems (Table 3.3), and compared to the sample overall (see Table 
2.1), single homeless people with alcohol problems had a higher risk of 
having other health problems. Vredovoe (1992) showed that alcohol abuse 
among homeless people was an important risk factor for a number of health 


problems. 


Table 3.3 Percentage of people reporting heavy drinking who had other 


health problems 
Hostels Day Soup 
& B&Bs centres runs 
% % % 
No (other) health problem 11 11 d 
One other health problem 17 16 11 
More than one other health problem 72 74 83 
(Base) (163) (116) (47) 


ee = Sl 


Source: CHP Survey of Single Homeless People (1991) 


Overall, seven per cent of people in hostels and B&Bs had been in an 
alcohol unit and at least twice as many sleeping rough had done so (Anderson 
et al, 1993). The proportion who had been in an alcohol unit was much 
higher among those who reported heavy drinking - almost two out of five 
had been in an alcohol unit. This is an important finding for two reasons: 
firstly, it suggests that heavy drinking was a recurring problem for twe 
fifths of those who reported it at the time of the survey; and secondly, il 
shows that alcohol units, the funding arrangements of which are currently 
uncertain, are a service used by a high proportion of single homeles: 
people with alcohol problems. Any changes to the level of service 
provision are, therefore, likely to have a significant impact on homeles: 
people. 
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ACCESS TO HEALTH CARE AND SUPPORT IN 
ACCOMMODATION 


The recent Patient’s Charter makes clear that every citizen has the right to 
be registered with a doctor. General practitioners hold the key to a range of 
primary health services and as such the problems of single homeless people 
registering with a doctor have been a main area of concern (Bayliss and 
Logan, 1987; Stern et al, 1989). The Survey of Single Homeless People 
found that 80 per cent of people in hostels and B&Bs, and 61 per cent of 
people using day centres, were registered with a doctor. The majority of 
single homeless people also said they knew of a medical centre or doctor to 
whom they could go if feeling unwell (Table 4.1). 


Table 4.1 Percentage registered with a doctor or who knew of a doctor 
to whom they could go if unwell 


Hostels Day Soup 
& B&Bs centres runs 
% % % 

ES ee ee ee ee | 
Registered with a doctor 80 61 NA 
Knew of a doctor to whom 
‘they could go if unwell 90 85 78 
(Base) (1278) (351) (155) 


Source: Anderson, Kemp and Quilgars (1993) 


Anderson et al (1993) reported that more single homeless people knew 
of a doctor to whom they could go if feeling unwell, than were registered 
with a doctor. This was also the general impression given by single 
homeless people who took part in the group discussions. Greater use 
appeared to be made of medical facilities provided specifically for single 
homeless people in hostels or at day centres, or special health care services, 
than of mainstream services. Some people, notably those who were younger, 
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said they relied on hostel staff to call out a doctor if they were unwell. 
Some people mentioned how they varied which service they used 
depending on where they were staying. This varied use of health services 
has implications for the planning of health care services for single 
homeless people and for the effective delivery of those services. 

While the majority of single homeless people had access to primary 
health care there were some people for whom this did not apply. 
Registering with a doctor was not considered by everyone to be problem 
free; some homeless people felt they were discriminated against because 
they were homeless - 


F: ...you have to lie, to say you're not living in hostels or 
something like that... you can’t say you're living in a hostel, 
because they won't accept you (Hostel L). 


People sleeping rough were less likely to have access to primary healtl 
care than people in hostels and B&Bs. People sleeping rough do not hav 
an address and are, therefore, more likely to have problems in gettin; 
registered with a doctor because of this. One man described how h 
was only offered temporary registration because he was ‘on the street’. I 
addition, some hostels provide a health service for homeless people o 
provide information on how to access health services; people sleeping roug 
who often spend long periods of time without any accommodation ma 
not, therefore, benefit from services that are based in hostels. Howeve 
some day centres do provide health services which people sleeping roug 
have access to. 

Being without a permanent home may mean frequent moves from on 
place to another. If the change of accommodation also involves moving | 
a different area this may have repercussions on access to primary healt 
care. The survey found that people in hostels and B&Bs who had move 
from their home city were less likely to be registered with a doctor, or | 
know of one to whom they could go, than those who were still living in th 
city in which they considered their last home to be. The task of having 
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register with a new doctor may be a daunting one for homeless people who 
are unfamiliar with the area to which they have moved, or uncertain as to 
how long they may be staying in the area. One woman described the 
problem that frequent changes of address caused her in terms of health 
care: 


F: My doctor is still where I originally lived... you are meant to 
tell them everywhere you go, but since I move around all the 
time, I cant keep giving them my addresses... I move so many 
times, I cant afford to tell them everywhere I go (Hostel 1). 


The length of time that people has been homeless” had little effect on 
whether they had access to health care except for people aged under 24 
years. The longer that they had been homeless the more likely they were to 
know of a doctor to whom they could go if feeling unwell. This suggests 
that young people recently homeless may be less aware of the services and 
networks available to them than young people who had been homeless for 
longer. Similarly, the longer that young people had been in their hostel or 
B&B, the more likely they were to be registered with a doctor and to know 
of one to whom they could go if unwell. This may reflect the stability 
provided through longer term stays in hostels and the efforts of hostel and 
resettlement staff in providing information about, and encouraging the use 
of, health facilities. 

Despite the fact that the majority of single homeless people were 
registered with a doctor, Anderson et al (1993) reported that many more 
single homeless people were not receiving treatment for their health 
problems than were receiving treatment. Being registered with a doctor or 
knowing of one to go to for medical help does not necessarily mean that the 
service will be used. Even though treatment may be available, some 
homeless people may not be able to receive it. For example, one woman 
described how she was unable to go to hospital for treatment because she 
did not have enough money to travel there: 


26 THE HEALTH OF SINGLE HOMELESS PEOPLE 


F: My illness has got worse and that. My sickle cells have just got worse. 
I mean I come out of hospital in May and they said I’ve got to keep on 
going down backwards and forwards and that, but I can t do it, the 
money and that. I can’t walk there (Hostel D). 


On the other hand, there were some homeless people who were not 
registered with a doctor but whose health problems were being treated. 
These findings suggest that registration rates should be treated with caution 
when used to monitor access to health care - they only tell part of the story 
and do not necessarily tell us much about usage of health care services. 


Support in accommodation 


The majority of single homeless people said they would prefer to have 
their own home than any other type of accommodation (Anderson et al 
1993), and this equally applied to those with physical or mental healtl 
problems. For many single homeless people, including those with healtt 
problems, accommodation on its own was inadequate. Some people in th 
group discussions described the support they felt they would need in orde 
to cope in accommodation: 


M: Iwould like a flat of my own, but I don't know whether I could 
handle it or not, the reasons being I’m an alcoholic and I’m 
diabetic as well. So first of all I’m trying to handle the alco- 
hol. I like people being around, somebody to talk to. So I’m 
just thinking, you got a flat there, you're on your own (Hostel 
G). 


One woman who was suffering from depression felt she would not be abl 
to manage on her own and would need someone to talk to if she fe 
depressed. A young man suffering from asthma was expecting to get a fli 
on his own but was anxious about living on his own in case of an asthn 
attack: 
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M: I’m on my own there, if I have an asthma attack and there’s 
no one around at the weekend... that’s what I’m always 
frightened of. If I was to get sheltered accommodation 
that’s alright, I mean no problem because there will always 
be someone there (Hostel G). 


Seven out of ten single homeless people with health problems said they 
would need support in their preferred accommodation in order to get by 
(Table A4.1). Advice was the type of support needed by most people with 
health problems, followed by housekeeping and social work help. Medical 
help was not necessarily the type of support most needed in order to cope in 
accommodation. The more health problems that people reported the greater 
the number of different types of support they said they would need (Table 
A4.2). Over half of those who had 3 or 4 health problems, and almost three 
fifths of those with 5 or more health problems said they would need more 
than one type of support. This has important implications for the funding, 
planning and delivery of supported accommodation since it is likely to 
require collaboration between various agencies from both the statutory and 
voluntary sectors. 
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CONCLUSION 


In recent years there has been growing concern about the health of single 
homeless, although evidence to date has tended to come from small scale 
or local studies. However, the findings in this paper are based on the first 
national survey of single homeless people to be carried out since the late 
1970s and as such provides an important contemporary source of 
information about the health of single homeless people. 

The physical and mental health of single homeless people was founc 
to be considerably worse than that of the general population. While it is 
difficult to know the direction of cause and effect between homelessness 
and poor health, the findings in this paper nevertheless confirm that there 1: 
a strong relationship between the two. Many of the health problems tha 
were particularly prevalent among single homeless people, such as chest 
skin and musculoskeletal problems, were those that could conceivably bs 
caused or made worse by sleeping rough. Mental health problems wer 
experienced by many more single homeless people, especially thos« 
sleeping rough, than the general population. While the causes for thi 
are unclear, the findings also suggest that there is a relationship betwee! 
homelessness and mental health problems. Many single homeless peopl 
came from difficult backgrounds, were unemployed, on low incomes an 
had alcohol problems. Even if homelessness 1s not directly to blame fo 
their mental health problems, the existence of other related problem 
together with being homeless makes it hardly surprising that so many di 
report feelings of depression, anxiety and nerves. Furthermore, many ¢ 
those who reported mental health problems had a previous psychiatri 
history which suggests a more complicated relationship with homelessnes: 

People sleeping rough, who are arguably on the worst end of th 
homelessness spectrum, were found to suffer the worst health of all. Oth 
evidence suggests that those people sleeping rough who have alcohol an 
mental health problems and who have been homeless for a long time, a 
those for whom it is most difficult to find appropriate accommodatic 
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(Randall et al, 1993). One of the most important findings from this study 
is that many single homeless people were suffering from multiple health 
problems. In many cases the combination of health problems, such as fits, 
mental illness and alcohol, could represent a serious risk to their well being 
and safety. None of those interviewed in the survey had, however, been 
accepted by a local authority as vulnerable and in priority need for housing 
despite their poor health. Furthermore, the majority of those with health 
problems and particularly those with multiple problems said they would 
require support in accommodation, and for many this included a range of 
different types of support. This suggests that there is a considerable number 
of vulnerable single people falling through the gaps of the homelessness 
legislation and community care provision. Greater attention needs to be 
drawn to the holistic needs of single homeless people to ensure that their 
health, housing and community care needs are appropriately met. This 
requires, as recommended by the Faculty of Public Health report (Connelly 
et al, 1992), greater liaison and collaboration between all sectors to ensure 
that the multiple needs of single homeless people are met. At the end of the 
day the health of single homeless people is as much the responsibility of 
housing, community care, employment and social security policies as it is 
of health policy. 
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NOTES 


1 


The definition of ‘single homeless person’ included all homeless people 
outside of the priority need categories of the homelessness legislation. 


Single homeless people were drawn from three different representative 
samples. These included a sample of people staying in hostels, night 
shelters and bed and breakfast hotels providing accommodation for single 
homeless people; and two samples of people sleeping rough (defined as 
having slept rough on at least one night out of the previous seven) whe 
were using either day centres or soup runs for single homeless people. 


The survey of people in temporary accommodation was carried out in ter 
local authority case study areas and the surveys of people sleeping rougt 
were carried out in five of the local authority case study areas. The cas¢ 
study areas included five local authorities in London and five outsid 
London. These were selected using three different data sources: the 
homelessness returns made by local authorities to the Department of th 
Environment; the 1981 Census data on persons living in hostels anc 
lodging houses; and for London, the London Hostels Directory 199 
(Chandler et al, 1991). Local authorities that had a high score on bot! 
indices (or on all three indices for London) were selected. 


See Appendix for “pen pictures’ 


Two British studies which have compared the health of homeless people t 
the general population are known to the author; Shanks (1988) examine 
the morbidity of homeless people in Manchester and used the Nation: 
Morbidity Survey as a comparison; Victor (1992) compared the healt 
status of the temporarily homeless population of the North West Thame 
region and made comparisons with regional residents. An American stud 
(Vredevoe et al, 1992) compared the health of homeless people in L« 
Angeles with data on non homeless people taken from the 1985 Nation 
Ambulatory Medical Care Survey. 
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Throughout this paper ‘people sleeping rough’ refers to people included in 
the day centre and soup run surveys. 


This was calculated by applying the age and gender specific rates for each 
of the health problems in the standard population (taken from the British 
Household Panel Study) to the number of single homeless people in each of 
the age and gender groups. An expected number of single homeless people 
with each of the health problems was then obtained. The expected figure 
was then compared to the actual or observed number of single homeless 
people reporting the health problem (O/E). This was multiplied by 100 to 
obtain a ratio. 


The findings relating to ‘heart problems’ should be treated with some cau- 
tion since the definitions used in the two surveys were slightly different. 
Single homeless people were asked about ‘heart problems’ whereas the 
general population were asked about ‘heart/blood or circulation problems’. 
There is, therefore, the possibility that single homeless people under re- 
ported this type of health problem because of the omission of blood pres- 
sure or circulation problems from the question. 


Strictly comparable figures are not possible for the general population. 


_ However, the Health Service Indicators show that the national average hos- 


pitalisation rate for mental illness admissions per 1,000 district residents in 
1990/91 was 4.61 and this figure only changed marginally in subsequent 
years. 


See, for example, the London Hostels Directory (Chandler et al, 1991). 


This was defined as the length of time since living at their last home. 
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APPENDIX 
Brief Pen Pictures of Venues: 


Day Centre A, London: Large day centre in Central London. Most clients 
are male (aged over 25 years) rough sleepers or users of night shelters. Two 
groups were recruited. These were restricted to males who said they slept 
rough ‘every night’, ‘most nights’ or “quite often’. 


Hostel B, London: Hostel for former rough sleepers referred by outreach 
team, particularly those who have been sleeping out for some time. Males 
and females, mix of ages recruited. 


Hostel C, London: Short stay hostel/shelter for young men and women 
(16 - 25 years) who are current or very recent rough sleepers. Male and 
female participants were recruited. 


Hostel D, London: Short stay hostel/shelter for young men and women 
(16 - 21 years) newly homeless or new to London. One group of male 
residents and one group of black female residents were recruited. 


Hostel E, London: Medium-stay accommodation in bedsits for single 
homeless people over 25 years, with some support needs. Mixed group 
recruited (age, gender, ethnic background). 


Hostel F, London: Large (more than 100 beds) medium stay hostel fo1 
single homeless people. Most residents are male and only males recruited 
aiming to include 2 non-white men. 


Hostel G, London: 45 bed short-stay hostel for single homeless people 
One male and one female group recruited from dormitory accommodation 
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Hostel H, non-London: 12 bed hostel mainly accommodating ex- 
offenders (male and female). Two groups recruited, males only. 


Hostel I, non-London: 25 bed medium-stay hostel catering mainly for 
young black people. Two groups recruited, both included males and 
females. 


Day Centre J, non-London: Large day centre in a provincial city, used by 
homeless people living in a variety of circumstances. Three groups were 
recruited as follows: 

Under 25 years, male and female 

25 - 45 years, male and female 

Over 45 years, male. 


Hostel K, non-London: 12 bed medium stay hostel for young single 
homeless people. One group recruited, mix of gender, age and length of 


Stay. 


Hostel L, London: Small hostel for young (16 - 19 years), vulnerable 
single homeless women. One group recruited. 


Bed & breakfast hotel, London: All males. 
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Table A1.1 Health questions used in the Survey of Single Homeless People and 
the British Household Panel Survey 
ee” eee. a Eel 
British Household Panel Survey 
Q Do youhave any of the health problems or disabilities listed? 
* Problems or disability connected with: arms, legs, hands, feet, back or neck 
(including arthritis and rheumatism)? 
Difficulty in seeing (other than needing glasses to read normal size print)? 
Difficulty in hearing? 
Skin conditions/allergies? 
Chest/breathing problems, asthma, bronchitis? 
Heart/blood pressure or blood circulation problems? 
Stomach/liver/kidneys or digestive problems? 
Diabetes? 
Anxiety, depression or bad nerves? 
Alcohol or drug related problems? 
Epilepsy? 
Migraine or frequent headaches? 


i i SU ee A A 


Survey of Single Homeless People 

Q Could you tell me whether you are suffering from any of the following health 
problems? 
* Difficulty in walking?Painful muscles or joints? 

Difficulty in seeing? 

Difficulty in hearing? 

Wounds, skin ulcers or other skin complaints? 

Chronic chest condition or breathing problems? 

Heart problems? 

Digestive problems? 

Diabetes? 

Depression, anxiety or nerves? 

Heavy drinking or alcohol related problems? Dependency on drugs other tha 

prescribed by a doctor? 

* Fits or loss of consciousness? 

* Frequent headaches? 


xe & & FL % %& F&F EF F 
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Source: CHP Survey of Single Homeless People (1991) and British Household Pan 
Survey (1991). 
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Table A2.1 Characteristics of single homeless people compared to the 
general population 


seen 


Hostels Day Soup BHPS 
& B&Bs centres runs 
% % % % 

sma re 
Gender 
Women 23 7 13 53 
Men 77 93 87 47 
Age band 
16 and 17 5 2 3 3 
18 - 24 26 13 16 12 
25 - 44 37 47 46 39 
45-59 18 28 28 21 
60 and over 14 10. 7 24 
(Base) (1280) (351) (155) (10264) 


ie —————e | ee ee oe 
Source: CHP Survey of Single Homeless People (1991) and British Household Panel 


Survey (1991). 
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Table A4.1 Support needs of single homeless people with health problems 
(hostels & B&Bs) 


ee Ea: 


Alcohol and Mental Physical All 
drugs illness health problem 

% % %o J 

— er aS Ss... — 
Housekeeping & money management 35 42 35 28 
Companionship 32 36 33 28 
Medical help 28 29 26 18 
Advice 47 54 47 37 
Social work help 38 40 34 26 
Other 2 9 9 7 
At least one of the above a1 75 69 59 


(Base) (173) (309) (476) (1139) 


Source: CHP Survey of Single Homeless People (1991) 


Table A4.2 Number of different types of support needed (hostels and B&Bs) 


8 8 


Number of health problems 


None 1 2 3 or 4 > All 
or more 
% % % % % % 
No support needs 58 42 38 29 12 41 
One type of support Ze 21 24 19 16 21 
More than one type of support 20 of 38 52 72 38 
Total 100 100 100 100 100 100 
(Base) (404) (244) (163) (182) (145) (1138) 


Base: Ali respondents who preferred some accommodation other than their current 
accommodation 


Source: CHP Survey of Single Homeless People (1991) 
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